TODAY'S DATE

MEDICAL HISTORY
NAME AGE BIRTHDATE
ADDRESS SEX M@ FLI
HOME PHONE
WORK PHONE
OCCUPATION [EMERGENCY CONTACT
RELATIONSHIP
PHONE

SPOUSE, PARTNER, SIGNIFICANT OTHER'S NAME:

CHILDREN'S NAME AND AGES:

Allergies to medications, X-Ray Dyes, or other substances O NO O YES
(if yes, please list name of medicine/substance and reaction):

MEDICAL HISTORY
Please circle if you have had problems with or are presently experiencing any of the following:

Diabetes

Rheumatic Fever Thyroid disease Drug Use
H

‘Pregnancy

ney Stones

K

:Chronic Bronchi :OTHER:
Pneumonia
Back Problems

Please list hospitalizations (including surgery) and their dates:

t TURN OVER FOR 2nd PAGE




List immunizations you have had:
Date Date Date Date

Hepatitis A Flu Tetanus Other

Hepatitis B Pneumovax Measles/Mumps/Rubella

When was your last:

Date Date Date
PAP Smear Breast Exam Cholesterol Check
Mammogram Prostate Exam Colonoscopy
Bone Density

FAMILY HISTORY
Has any member of your family(parents, grandparents,brothers, sisters,etc)had the following?
Please note the age when diagnosed! AGE
Which family member(s)? Diagnosed

MEDICATION (Prescription, Over-the-Counter, Vitamins, Herbs, Homeopathic)
name dose name dose name dose

PREVENTION NO YES
How often?

ave you ever engaged in any activity which Explain:




